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In this book we have been looking at how pharmaceuticals are localized in a specific context: in Sweden, with its well-developed, Northern/Western medical system and the welfare policies that provide this medical system at very little point-of-contact cost to the majority of people living there.
Specifically, we have analyzed the presence and influence of Viagra through the theoretical lens of pharmaceuticalization, as Williams and colleagues (2011a) described. Following their lead, we look at pharmaceuticals even 'outside the medical domain and explore the broader way in which pharmaceutical futures are shaping how we think about innovation, policy and the very meaning of health and illness, therapy and enhancement ' (Williams et al. 2011b ; 730 emphasis in the original). We have paid particular attention to three aspects: the way pharmaceuticals change forms of governance and are changed themselves by local policies; the redefinition of health problems as issues with a pharmaceutical solution; and the creation of new techno-social identities around drugs and the way pharmaceuticals become essential actors in relationships between subjects. Doing so, we see quite clearly that Viagra and its perceived threat of eventually emptying the state coffers by over-demand has been part of a discussion that changed the way pharmaceuticals are subsidized and governed (and govern) in Sweden. Viagra has redefined impotence in the Swedish context as erectile dysfunction, and been presented as the solution available through medical treatment. While this is not a process that has only happened in Sweden, the medical discourse around it has incorporated aspects of pharmaceutical treatment that are particularly relevant in a context which provides subsidized medicine. Finally, as the last two chapters showed, Viagra has created a 'Swedish Viagra man' drawing on unique -if stereotypical -Swedish masculinities. Viagra has also been placed as an essential element in this man's relationships with sexual partners and doctors.
Our work in this book has focused on discourses, but the carrier or medium of those discourses is sometimes text, visual images and the materialities of the pills themselves. Our approach to discourse, and the subjects one can read from it, is framed by science and technology studies (STS) understandings of relational agency and non-human actors. These understandings allow us to articulate the role of Viagra as an actor in processes of pharmaceuticalization, but we are also keen to show -as the previous chapters have done -that other (human) actors and (policy and commercial) interests and structures are implicated in pharmaceuticalization, too. Articulating pharmaceuticals in the local context with these theoretical concerns helps us show specific aspects of global pharmaceuticals as they are refracted in Sweden. Here, in the final chapter, we would like to present the reader with an analysis of glocal pharma through the trope of the Swedish Viagra man, to give form to these glocal manifestations of pharmaceuticalization.
The Swedish Viagra man
We have used Viagra as a prism through which to observe the glocal aspects of pharmaceuticalization. Cultural and social studies of Viagra in other contexts have shown how it influences more than just blood flow in the penis. Viagra has introduced the term erectile dysfunction (ED) to the general public, changing how impotence is perceived and treated (Chapter 4; Bordo 1998; Marshall 2002; Loe 2004a; Tiefer 2006) . It has reinforced a coital imperative -the idea that all sex and intimacy must involve penetrative intercourse -stressing quick, hard (youthful) erections and constant male desire (Tiefer 2000 (Tiefer , 2006 Fishman and Mamo 2001; Mamo and Fishman 2001; Marshall 2002 Marshall , 2006 Potts 2004; Loe 2004b) , and it has connected successful ageing with successful sex and successfully taking one's medications (Marshall and Katz 2002; Moynihan and Cassels 2005; Marshall 2006 ). Yet much of the critical work about Viagra comes from the North American context, where DTC advertising has been widespread and overpowering (Elliot 2003; Moynihan and Cassels 2005) . In our work, we have asked how Viagra has influenced ideas about disease, sex and pharmaceutical use in this small, peripheral country, Sweden, with its laws against DTC advertising of prescription drugs, with state-funded, universal health care and a history of, or at least a reputation for, sexual freedom. Taking a look at 'downstream' effects of pharmaceutical science, we show that the specific structural characteristics of the health care system and the cultural landscape influence how Viagra acts and is received in Sweden. We use the figurative Swedish Viagra man in our analysis to represent a subject position which is facilitated, described and prescribed by the multitude of local and global responses to Viagra as it is called into being in the Swedish context and discourse. This figure sits at the juncture of the Swedish state, Swedish cultural identity (as it is imagined, not necessarily as it is), the internationally acclaimed pharmaceutical product and the consumer(s) of it (see Johnson et al. 2011) .
State subsidies and ED
Who should pay for the Viagra man's Viagra? This question has generated heated debate, both in the United States (should insurance companies pay for Viagra but not birth control pills?) and in Sweden (what if a huge public demand drains the state coffers?). Historically, government regulation has often been seen as part of the process to bolster medical expertise (Starr 1982; Petryna and Kleinman 2006) . As medical practices were regulated by the state, they were simultaneously granted legitimacy and positioned against traditional medicine and unscientific cures. Likewise, the development of regulated medical schools and the licensing practices they facilitate creates legitimate experts out of medical doctors. 'The increased standardization of the therapeutic process was believed to promote scientific progress in medicine while protecting the public against inflated claims about the effects and uses of substances claimed as remedies to restore health. One unintended effect of such regulation has been that it works as a barrier to market entry for prescription drugs -thus ensuring profits for those who are allowed to enter ' (Petryna and Kleinman 2006, 10) .
In the discussion about Viagra's subsidy debate in Sweden (Chapter 2), however, we detailed an example of this happening, but in a nuanced way that responded to local concerns and structures. In 2003, the newly formed Swedish Pharmaceutical Benefits Board decided that Viagra would not be subsidized. Doctors could prescribe Viagra, but the Swedish Viagra man would have to pay for it himself. The decision was controversial because people in Sweden had, until then, been accustomed to receiving prescription medication free, past a basic co-pay level, and Pfizer promptly appealed the decision. During the course of the next few years, the question of Viagra subsidies made its way through a series of court cases and appeals until, in 2008, the Supreme Court upheld the initial decision. Today, Viagra is still not subsidized in Sweden.
The Pharmaceutical Benefits Board was convinced subsidizing Viagra would be a legitimate use of tax money for severe ED but not for mild ED. However, it was also convinced that patients would claim to suffer from the severe form of the disease to beguile doctors into prescribing subsidized Viagra, which would both give subsidies to men who really did not deserve them, and lead to diagnostic bracket creep, that is an expansion of the diagnostic categories to match medication. Thus, rationalized both the Benefits Board and the court, it would be better not to subsidize the drug at all. The decision reflected concerns about patient and doctor compliance with government policies. The clincher in their argument was that two other drugs against severe ED, one injected by syringe into the penis and one inserted as a stick into the urethra, were already subsidized in Sweden. According to the Benefits Board and the court, these two drugs are so unpleasant to administer, compared to taking a pill, that men with mild ED would not reasonably be expected to use them, de facto limiting their subsidized use to 'legitimate' patients with severe ED.
In the discourse the state (represented by the regulatory agency) presented in court documents, medical doctors were presented as invalid experts, as easily beguiled individuals who could not diagnose a patient correctly. And the resulting regulation removed the responsibility to diagnose severe erectile dysfunction from the medical expert, placing it instead with the pharmaceutical and its delivery method, a clear example of what Biehl terms pharmaceutical forms of governance (Biehl 2006, 218) . As predicted, this regulation had significant effects on which pharmaceuticals were sold and subsidized, working as a market entry barrier (although probably not a particularly effective one; see Chapters 4 and 5). The unsubsidized Swedish Viagra man was influenced by the particular local structural framework of the Swedish welfare state.
Chapters 2 and 3 of this book show that the regulatory changes we noted were a response to pharmaceuticals, especially Viagra. Analyzing the court documents that followed Viagra through the long and arduous series of court cases surrounding the decision (finally upheld) to not subsidize it in Sweden, we saw that the regulatory body tasked with deciding about pharmaceutical subsidies in Sweden was producing very local, nation state-specific responses to the integration of international pharma within an allegedly culturally neutral, objective, scientific, medical knowledge paradigm. This regulatory board was, of course, working within an international (European) regulatory framework, but its decisions were influenced by cultural aspects of the Swedish medical system. A new drug -Viagra -and a new regulatory body led to new regulatory tools. Because of local peculiarities like the uneven distribution of urologists throughout the country and the political ideology of the health care system's framework with the principle of equal access to health care guaranteed by law, the drug precipitated a debate and decision about subsidy based on structural and ideological aspects of the Swedish health care system. The glocal of Viagra provision became inseparable from the local context of the regulatory body.
Chapter 3 then discussed how this Swedish government agency, the Pharmaceutical Benefits Board, has tried to include or exclude certain other prescription drugs from the national pharmaceutical benefits scheme. By looking at cases which involve ambiguous knowledge, the chapter showed how regulatory bodies appreciate stable objects and stable categories, both of patients and diseases, and of pharmaceutical treatments. When technology destabilizes these things, as new pharmaceuticals do, and as pharmacogenomics technologies threaten to do even more, the regulatory bodies have to find ways of reacting to unstable categories. How this is done can vary from nation state to nation state, even within a collective framework like the EU, which is striving towards regulatory harmonization. In Sweden, we have seen a tendency to disregard specific knowledge and inclusion criteria and instead use broadly inclusive or exclusive categories for treatable patients and reasonable drugs.
The impotent Swedish man and his dysfunctional penis
In our analysis of impotence and ED in the Swedish medical literature, using the weekly trade journal Läkartidningen, we noted a distinct change before and after Viagra's 1998 introduction. Prior to Viagra, impotent men were written about as a heterogeneous group: some had partners, others were older, single men; some were shy, young men with problems relating to women, others were men 'with a secret', although what that secret could be was never clearly articulated. The treatment options for these various patients differed, but the doctor was always supposed to be a trusting confidant who saw the man on several occasions, listened to his feelings and discussed his concerns. Furthermore, the patient's partner was encouraged to be involved in these discussions because she (the partner was always imagined to be a woman in this literature) could play an important role in the man's treatment. After the introduction of Viagra to Sweden, the partner almost disappeared from the medical discourse. So did the term impotence. Instead, erectile dysfunction was discussed, an affliction of the man's penis, a disease of blood flow and tissues rather than an illness related to relationships, feelings, expectations and disappointments (which has also been seen in other national contexts; see Tiefer 2006). Since 1998, Viagra has dominated the Swedish medical discourse so completely that its availability determined the concept of the patient (reduced to a penis) and the disease (a biomechanical shortcoming) in the medical discourse. Not until 2006, when statistics showed more than half of the men prescribed Viagra in Sweden chose not to refill their prescriptions, was this discourse undermined. Reporting on interviews with men who stopped taking Viagra, an article in Läkartidningen suggested that Viagra failed because of social, cultural and relationship issues, unwittingly bringing the discussion back to the relationship and lifestyle causes of impotence that had been prominent in the early 1990s. But this article is the exception to the rule. Viagra today still dominates the way impotence/ED is defined and treated in the Swedish Läkartidningen: impotence has become erectile dysfunction and is a condition to be treated pharmaceutically.
Addressing this aspect of pharmaceuticalization in Chapters 4 and 5, we demonstrate the way health problems which already had a medical solution, that is were already medicalized, became issues with a pharmaceutical solution at a glocal level in the Swedish medical discourse. We analyzed how Viagra and alpha-blockers for BPH (Viagra is often prescribed together with alpha-blockers because of side effects of the alpha-blockers) were discussed in the Swedish medical journal Läkartidningen. We also paid close attention to who was allowed to give voice to concerns about the use of Viagra and alpha-blockers. Distinct global trends were visible in the Swedish material, like in the construction of impotence and erectile dysfunction as a condition related solely to blood flow after the introduction of Viagra. Discussions shifted from social and relationship causes of impotence to mechanical and biomedical explanations in Sweden as in other Western/Northern countries. Specifically Swedish aspects of the Viagra (and alpha-blocker) medical discussion were also prominent, many related to the solidarity principle in Swedish health care. These aspects included debates about the (un)availability of urologists in different parts of the country, the right a patient has to the best care regardless of his geographical location, the extent to which erections were an aspect of health that should be provided by state-funded medicine (and who was the patient in such cases, the man or the partner), and the connection between erectile dysfunction and other serious medical conditions which had already been deemed justified to treat from the public purse.
Viagra has (largely) replaced sexual and relationship therapy for the Swedish Viagra man, and it far outsells other, earlier, more mechanical solutions like pumps, implants and insertable sticks. The alpha-blockers discussed in Chapter 5, on the other hand, have not had this same effect on treatment options. To some extent, alpha-blockers have become a pharmaceutical solution to a medical problem -enlarged prostates -that previously relied on surgery to correct, but not nearly as completely as Viagra took over erectile dysfunction. In Sweden today, surgeons still perform large numbers of surgeries on benign prostate hyperplasia.
So while alpha-blockers are being prescribed to shrink the prostate more than they were twenty years ago, they have not completely pharmaceuticalized this already medicalized problem in the same way Viagra did. Analyzing the discourse in Läkartidningen and comparing it to that of Viagra, one thing that strikes us is that the authorship of articles about impotence/erectile dysfunction shifted dramatically with the introduction of Viagra, from being dominated by sex therapists to being dominated by urologists. But within the discourse on enlarged prostate treatments, urologists were always the main authors of articles in Läkartidningen. The introduction of alpha-blockers to the enlarged prostate treatment regime did not imply a change in which medical specialty claimed the disease. Perhaps this can in part explain why the original treatment, surgery, is still performed. Rather than shifting care site, the pharmaceuticals merely added another weapon to the arsenal at the urology clinic. The relative success of Viagra compared to alphablockers may have more to do with the relative strengths and weaknesses of urology surgeons and sexologists as professional groups than the drugs themselves. Viagra has wrestled customers away from the sexologists, but alpha-blockers are having a more difficult time taking prostate operation patients away from the urology surgeons.
Commercial images of the Swedish Viagra man
The discursive contours of the Swedish Viagra man's subject position become very clear in the commercial marketing material for Viagra in Sweden. Pharmaceutical marketing has received a good deal of academic attention, in both its pure form as advertisements (see Moynihan and Cassels 2005) and its more subtle forms, like clinical trials, ghost-written scientific articles, medical activism by supported patient groups and disease awareness campaigns (Healy 2006, 62) . The marketing of pharmaceuticals is international in its scope, and our Swedish material featured many characteristics which were similar to, for example, marketing produced for the United States. However, there were also distinctions. While these similarities and differences are interesting in detail (and are discussed in Chapters 6 and 7), what we find more relevant to an analysis of pharmaceuticalization is how the marketing discourses created both diseases and subjects which and who are then both actively produced and produce action through their relationship to the drugs. As Healy succinctly notes, 'companies now sell diseases rather than just drugs' (Healy 2006, 82) . Our material supports this and shows that the concept of 'consumer' must also be viewed as flexible. Pharmaceuticals enrol and enable relationships to sell their diseases and drugs. Such advertisements target not only the person injecting, ingesting or applying the product, but also the person's family, doctor, school, job or prison facility suggesting, encouraging, prescribing or mandating consumption.
Most DTC advertising of prescription medicine is forbidden in Sweden, so instead of using television commercials, pharmaceutical companies provide information about drugs and medical conditions in pamphlets distributed by doctors and nurses, through supporting patient advocacy groups and on informational websites -a useful way to circumvent DTC rules, according to industry insiders, and seen in other contexts, too (Applbaum 2006, 103-4) . This sort of advertising is a clear example of the selling of sickness which can occur; the construction of an illness with a pharmaceutical solution that Moynihan and Mintzes (2010) and Williams and colleagues (2009; 2011a) discuss. Pharmaceuticals are often presented to the patient together with online quizzes that can be used for selfdiagnosis or for diagnosis in the clinical setting. These quizzes are frequently translated and appear on websites in many different languages and for many different diseases (erectile dysfunction, depression, benign prostate hyperplasia, female sexual dysfunction, to name a few).
When we analyzed the images of men that populate the Pfizer-funded, Swedishlanguage webpage about ED, we saw examples of both global harmonization and local adaptation. Much of the information about ED is similar to that found in US commercial material, but the Swedish Viagra man as a collective trope is a slightly different man than the one(s) found in the United States. He is, for starters, very white -which mirrors a traditional image of the Swedish man even though Sweden is, at this point, a country which has a significant non-Caucasian population -and the Swedish Viagra man is slightly older than the middle-aged men and sports stars found as Viagra representatives in the United States. The Swedish Viagra man is also very connected to nature; he is presented in wilderness scenes, toughing the winter cold or jumping into pristine water from rugged, stony outcroppings. The Swedish Viagra man is comfortable in the uncivilized wilderness, which by association naturalizes both his condition and its cure, Viagra.
We also notice that the Swedish Viagra man is not alone in his affliction; he is accompanied by his partner. Images of smiling women next to their men, couples walking along the seaside and two sets of feet sticking out from under a blanket pepper the websites and informational literature. While the partner all but disappeared from the medical discourse when Viagra appeared in Sweden, she (there is little to suggest homosexual relationships in the material, even if the language is gender neutral) is actively enrolled and present in the commercial material. We suspect this is because Viagra needs sexual stimulation to function properly. For some men and in some cases, Viagra will ensure the maintenance of an erection, but initial sexual stimulation has to come from somewhere or someone else, and the partner is a convenient ally for Pfizer.
The Swedish Viagra man does not act in solitude, and in Chapter 6 we have shown how Viagra is used to create three subject positions in the commercial/ informational discourse: a shy and reluctant Swedish Viagra man; his helpful doctor who represents science and knowledge and who is concerned about his patient's impotence in part because of what it says about his patient's heart and general health status; and a supportive partner who can facilitate and produce the nearness and intimacy that a loving, sexual relationship needs.
Chapter 7 paid closer attention to the representations of masculine traits that are given to the Swedish Viagra man within the pages of the Pfizer-sponsored website providing health information on erectile dysfunction to potential Swedish Viagra customers. We have articulated the images of a potential Swedish Viagra man in relation to sexual health and cultural cues of masculinity. We argue that the masculine traits highlighted in the webpages are indicative of Swedish cultural values of male virility that are strong enough to withstand discursive coupling with a pharmaceutical used to address 'failed' virility.
In both of these chapters, the global and the local are relevant as the websites and informational pamphlets we have analyzed are local adaptations of international marketing approaches (including the self-help quiz and the database of local, Viagra-friendly doctors) and are produced and distributed within a regulatory framework that (more or less successfully) forbids DTC advertising of prescription pharmaceuticals. They therefore provide a glocalized cultural imaginary of Viagra, the subject positions it engenders and the particular relationships it facilitates.
Glocal pharma
Pharmaceuticals and the commercial forces behind them are incredibly flexible and determined in their drive to conquer new markets and ensure a global reach (Petryna and Kleinman 2006, 7) . However, we also see in our material that the local can push back. Cultural-specific discourses can be and are incorporated into ideas about the consumer subject, and perhaps this is testimony to their obduracy. Medical professionals and opinion makers address the integration of pharmaceutical solutions into clinical practice and treatment, and while many of them may be enthusiastic supporters and/or be receiving pharmaceutical industry support, not all are. Their participation in this discourse is also testimony to a belief that their locally generated opinions are useful, valid and objective. Likewise, the industry supports their role as independent opinion makers with valuable expert advice to be considered by policymakers and other political and administrative bodies. Both industry's use of local doctors and the doctors' willingness to participate attend to a belief that the local is relevant. And that regulatory bodies in a small nation state like Sweden still feel that they have a duty to the citizen (the citizen patient and the citizen taxpayer), which should be considered before the industry's demands, and a court system which facilitates this, attests to the relational agency that develops as global drugs meet local structures.
As we mentioned in the introduction, in drawing conclusions about the glocal of pharmaceuticalization, it is useful to ask how a drug's presence has altered the concept of a disease and its treatment, who suffers from it and how to cure it, in the local context and internationally. Drugs can both create new and refract with existing stereotypical images of a patient, images which carry markers of class, race and sexuality. And they lead to new laws and policies to regulate the practices of both doctors and patients.
But of course it is not only the drug that prescribes behaviours or identities, it is decision makers, commercial actors and medical experts who attach the drug to specific demands, images and expectations to influence the behaviours of groups they are trying to govern, cajole or cure. These actors are located in different countries, have different cultural starting points and work within different institutional frameworks, so how they construct and use a pharmaceutical varies. Thus, the series of Swedish court cases and subsidy debates about Viagra reflect the specifics of Swedish law, its national health care programme and its basis in the concept of solidarity. This becomes a framework which creates a specific, local legal context within which Viagra must be governed, and which also influences the discursive contours of Viagra in Sweden. While Viagra's influence on the medical discourse in Sweden was similar to the international one, it also contained a great deal of debate about the connection of ED to other established medical conditions like diabetes and MS, reflecting the subsidy controversy and concern that Viagra would be unavailable to 'legitimate' patients. Likewise, the commercial construction of Viagra on Pfizer's Swedish webpage in many ways parallels that on the US pages, with a self-help diagnostic quiz, a database of Viagra-friendly doctors and information for partners. Yet there are also specific elements manipulated to reflect and resonate with Swedish sensibilities, like the imagined race of the user, the connection to Swedish forests and coastlines and the Swedish survey of masculine personality traits on the Pfizer-sponsored Swedish potency website. These details show a global pharmaceutical being localized.
When an analysis of pharmaceuticalization teases out the actors behind a drug, one can see that a drug is much more than the pill that is claimed to cure a disease or alleviate a symptom. It can become a discursive conflation of values, actors, structures, biomedical understandings, social identities and personal desires. The mere existence of a pharmaceutical product can influence the medical discourse, reinforce and even construct cultural ideas and identities, change the practices of experts and lay people and reimagine ways relationships are performed between patients and doctors and between patients and their loved ones (see Whyte et al. 2006) . Pharmaceuticals are global in their reach and regulated by international institutions, but our work here articulates drugs as flexible artefacts as they encounter local social and institutional frameworks. While there are very Swedish aspects of Viagra in Sweden, the drug has carried with it previously established ideas about disease, medical treatments for ageing and appropriate intimacy practices. These are strong, disciplining discourses that influence even as they become embedded in the cultures that encounter them. The globalization of the pharmaceutical market not only makes medicines available to international consumers, it also spreads ideas about the healthy subjectivities those medicines are prescribing. This, we feel, calls for further consideration, to articulate the prescribed subjectivities that prescription medicines carry when they are sold on a globalized pharmaceutical market. We want to consider the images of healthy identities, relationships and practices they claim to facilitate. We also call for careful attention to the local particularities they challenge and are challenged by: the medical structures that provide access to them; the ideological basis of local health care provision; and the regulatory frameworks that govern them. These are the local aspects we have examined which, when combined with a global pharmaceutical, relationally construct glocal pharma. A question this awakes is if, and how, these local productions of pharmaceutical artefacts and subject positions can be seen to inform backwards, from the peripheral local to the industry's centre.
